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ABSTRACT 

In Tanzania fertility rate is still high as population is growing at a rate of 2.7% per 

annum. The major objective of this study was to examine the influence of socio-cultural 

factors on fertility among women in Arusha district. A cross-sectional descriptive study 

design was adopted and four villages were selected. From each village 18 respondents 

with at least 3 children were randomly selected making a total of 72. Also 2 health 

facilities and 8 health care personnel were purposively selected. Data collection was done 

by distributing questionnaires to the selected members of the communities and interview 

was conducted with selected key informants from the health facilities. Quantitative data 

were analyzed using descriptive statistics and data presented by text and Tables to 

illustrate findings. Qualitative data were analyzed using thematic method and presented 

by themes. The findings indicated that out of the 72 respondents 43.1% and 40.7% were 

36-45 and 26-35 years respectively, 63.9% had attained primary school education and 

11.1% were those who had no formal education. Also about 37.5% of the respondents 

had 5 children, and 61% of them desired to have more children in future. 30.9% of the 

respondents married at the age of 14 - 19 years, 36% of the respondents preferred sons 

than daughters, and also 77% of the respondents said that males did not attend clinics 

with their wives. Therefore for attaining lower fertility rates in the study area, more 

education is needed to be provided in the community on the importance of family 

planning and discourage cultures which influence high fertility such as early marriage 

and sex preference. There is also a need to restructure the family planning services to 

involve males so as to expand the utilization of these methods by both women and men. 
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CHAPTER ONE 

1.1 Introduction 

The study was concerned with socio-cultural factors influencing fertility of at least three 

children among women in Arusha District Council. This first chapter is divided into 

eleven sections covering introduction, background of the study, statement of the problem, 

research questions, research objectives, scope of the study, significance of the study, 

conceptual framework, description of variables, limitations and delimitations of the 

study.  

1.2 Background of the study 

Since 1960’s, many developing countries are experiencing rapid fertility decline. The 

tempo of the decline appears to have been slower in Africa. Overall, the total fertility rate 

of the developing world dropped from 6.0 births per woman in the late 1960s to 2.9 in 

2000-2005 (UN, 2007). In Sub Saharan Africa, fertility rate was still higher than other 

developing regions where by the average woman birth rate was 5.1 children per woman 

in 2009 and population grew by 2.5% a year in average during the 2000s (Tabutin and 

Schoumaker, 2004). 

 

Until 2012, Tanzania’s population was 44.8 million and consisted of 32% of young 

people between 10 and 24 years of age while under the current fertility rate, the number 

of young people is projected to increase to 22.9 million by 2025 and to 43.1 million by 

2050 (UNPF, 2012). The country has undergone a rapid population growth from 12.3 

million in 1967, 34.4 in 2002 to 44.8 million in 2012 (NBS, 2012). This population’s 

sharp increase in Tanzania has been due to culture, norms, value, customs, beliefs and 

attitudes towards fertility (Hinde and Mturi, 2000).  

 

Early Marriage is also a leading social and demographic indicator of the exposure of 

women to the risk of getting pregnant especially in the case of low usage of 

contraceptives, for example at the age of fifteen, women have roughly twice as many 

years of productivity as those married at the age of 30 (Cochrane and Farid, 1999). 



2 
 

Another factor is son preference behavior in traditional society; sons are generally 

preferred over daughters due to a complex interplay of socio-cultural and economic 

factors as argued that in most developing countries where women are economically and 

socially dependent on men. A male offspring is presumed to have greater economic net 

utility than females (Khan and Khanum, 2000). The argument is that sons help in 

providing support to parents during their old age or security to their parents and inherit 

what their parents accumulated in those days they were alive. Thus, sex preferences for 

children might have implications for a couple’s fertility behaviour (Hank and Kohler, 

2002). 

 

Moreover, employment and education influence women to have a controlled number of 

children due to awareness and sometimes it keeps people busy thus giving them enough 

space between children (Rutstein, 2002). Religions also on the other hand have 

restrictions on the use of contraceptives based on the belief that it is God’s will to bring 

children into the world. It is an issue that results to avoidance of most modern 

contraceptives or certain methods of family planning such as condoms in an effort to live 

their lives according to the teachings of their religions (Bankole et al., 2007). 

 

High fertility rate creates problems of inadequacy of basic human needs such as food, 

housing, safe water, health care, proper sanitation and other essential services (TDHS, 

2010). Besides 40% of Tanzanians who are between the ages of 10 to 24 face high levels 

of unemployment, underemployment, low educational and vocational training 

opportunities, they are also vulnerable to sexually transmitted diseases (Rutstein, 2005). 

Furthermore, it creates high dependency ratio to the working population leading to 

persistent poverty among them with maternal and poor child health such as pre-term 

births and low birth weight after delivery as well as increased risk of maternal mortality 

(Kirk and Pillet, 1998; Norton, 2005).  
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1.3 Statement of the research problem 

Tanzania, like many countries in Sub Saharan Africa is still facing high fertility rate as 

population is growing at a rate of 2.7% per annum (TDHS, 2010); thus making it to be 

one of the highest rates in the world, and if the current growth rate is maintained then the 

population for Tanzania Mainland will double in year 2038 while in Zanzibar is even 

much shorter up to the year 2036. Though Tanzanian fertility has been declining, the rate 

has been rather slow (NBS, 2012). 

 

High fertility rate is one of the fundamental causes of relatively underdevelopment in any 

developing country as it reduces resources by drawing upon the limited government 

resources that would otherwise have been used to provide rudimentary economical, 

health and social services for everybody in the country especially for the poor and 

vulnerable persons who could have otherwise been used to increase production and 

development (Merrick, 2002) which is also the same in Arusha District. High fertility rate 

also has many consequences on the household level such as women failing to have 

enough time to give proper care to their young children and if they have more children 

than they should, they become less productive economically. This worsens the problem 

of poverty, low levels of income among the poorer families with many children hence 

lead to inadequate food availability which perpetuates malnutrition and which in turn 

accelerates high levels of infant and maternal morbidity and mortality (Singh et al., 

2003).  

 

However, the government and non-governmental organizations have invested a lot of 

resources and made tremendous efforts to reduce fertility through family planning 

programs by the help of contraceptives, making them more available, accessible, and 

affordable (MOHSW, 2010). The problem still exists therefore, in this study the 

researcher investigated the socio-cultural factors influencing high fertility rate and 

focused on family planning practises in Arusha District Council. The finding of this study 

intended to help the government to develop and implement effective policies and 

strategies in order to tackle the problem of high fertility rate in Tanzania.  
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1.4 General research question 

What are the socio-cultural factors influencing fertility of at least three children among 

women in Arusha District Council? 

 

1.4.1 Specific research questions 

For the study to be able to address the specific objectives, four research questions were 

explored, namely; 

i. What are the socio-cultural factors that cause a desired number of children among 

women? 

ii. What are family factors that influence child-bearing decisions among women? 

iii. What are the outcomes of socio-cultural factors that affect modern intervention 

strategies to fail to control high fertility rate? 

iv. What are the ways that can be suggested to minimize the average number of child 

birth per woman? 

1.5 Objectives of the study 

1.5.1 General objective 

The general objective of this study was to examine socio-cultural factors influencing 

fertility of at least three children among women in Arusha District Council. 

1.5.2 Specific objectives 

The study intended to achieve its main objective above through the following specific 

research objectives: 

i. To determine the socio-cultural factors that causes the desired number of children 

among women. 

ii. To find out family factors that influence child-bearing decisions among women. 

iii. To explore the outcomes of socio-cultural practices on modern intervention 

strategies to fail to control high fertility rate. 



5 
 

iv. To suggest ways that can be employed to minimize the average number of child 

birth per woman. 

 

1.6 Scope of the study 

The study focused on socio-cultural factors influencing high fertility rate among women, 

it was conducted in Arusha District Council and involved only the selected area. The 

study was carried out in the community and both married and unmarried people who had 

at least three children and lived in the area during the period of study were included. 

1.7 Significance of the study 

First the study is the requirement for the completion of master’s degree in health system 

management. Second, the findings intend to facilitate the understanding of the factors 

responsible for high fertility rate among women and help in designing strategies to 

effectively program how to tackle the problem in Arusha District and Tanzania 

respectively. This study aims to provide advice to the  reproductive health program 

planners and policy makers in order to understand various factors influencing high 

fertility to assist in the implementation of programs that will decrease fertility, child 

morbidity and infant mortality through the Reproductive and Child Health Section 

(RCHS), the study findings also will assist various global and national commitments as 

reflected in the target of the Millennium Development Goals, Tanzania vision 2025, the 

National Strategy for Growth and Reduction of Poverty (NSGRP-MKUKUTA) and the 

Primary Health Services Development Program (PHSDP-MMAM). 

1.8 Conceptual framework 

Conceptual framework shows the fertility of at least three children among women as the 

dependent variable is being affected by independent variables which are fertility 

preference, early marriage, age at first birth, sex preference, type of marriage, 

participation on child bearing decision, educational level, occupational status, 

contraceptive use, influence of spouse on childbearing decisions and religious factors.  



6 
 

Figure 1.1 Socio-cultural factors influencing high fertility among women  

 

Independent variable 

 

                                                                                

                                                                                         Dependent variable 

 

 

 

 

 

Source: Researcher’s Construction (2015) 

 Fertility preference 

 Early marriage & childbearing 

 Sex preference 

 Type of marriage 

 Participation on childbearing 

Decision 

 Educational level 

 Occupational status 

 Contraceptive use 

 Religious factors 

 Influence of spouse on child 

bearing 

 

 

Fertility of at least three 

children among women 
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Table 1.1: Description of variable 

Variable Definition Measurement 

Fertility preference Situation where an individual 

desire to have many children 

 

Number of children an individual 

has that is 3 or more. 

Early marriages Defined as the union between 

two people in which one or 

both parties are younger than 

18 years of age. 

Number of girls under 18 years who 

are married. 

 

 

Age at  first birth The age for the first birth of the 

respondents. 

Number of girls who gave birth for 

the first time according to their 

ages. 

Sex  preferences  The preference of one sex to 

the other for example in this 

case preferring boys to girls. 

Number of children in a family for 

example which has so many 

children and the number of girls is 

higher than boys let say 8 girls to 1 

boy. 

Education level The academic level, stage in 

which an individual is in a 

school, institution, or college.  

Number of people who have 

reached a certain educational level 

for example primary, secondary or 

college. 

Occupational status Refers to the social standing of 

an individual that is whether 

employed or unemployed. 

The number of people who are 

employed or unemployed. 

 

The number of people with a certain 

profession.  

Contraceptive use Refers to using different 

methods of contraceptives for 

example condoms, pills, 

Implants, injection and many 

others in order to prevent 

pregnancy. 

Number of women or men who use 

different contraceptives methods. 

Religious factors  Situation where traditional and 

religion is against contraceptive 

use because it destroys the 

principal purpose of marriage. 

The extent to which a certain 

religion has influence over marriage 

issues for example the Catholic 

church discourages the use of 

contraceptives to prevent 

pregnancies. 

 

The number of people who have 

been influenced by their religions to 

give birth to many children. 

 

Influence of spouse on 

childbearing decision 

Refers to the situation whereby 

a man or woman in marriage   

decides on the number of 

children to have. 

The number of children a couple 

has. 

 

Number of women who have been 

influenced by their partner to give 

birth to any children. 

Source: Study Review (2015) 
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1.9 Limitations of the study  

This study was encountered by a number of drawbacks. Some hindrances in this research 

study were language barrier, remoteness of areas and ignorant masses. 

 To start with language barrier, the researcher could not be in the position to 

communicate directly with the respondents who could not speak either Swahili or 

English. These people used their vernacular languages hence created a barrier 

during the communication process.  

 Furthermore, the infrastructures were not good in those areas making it hard to 

reach some of the areas.  

 Also some respondents from the study areas tended to be ignorant. It is because 

some of them were reluctant to be interviewed as they claimed it to be waste of 

time. Some of them were not present in their homes because they were busy with 

their activities.  

1.10 Delimitations of the study 

 To overcome language barrier problem, the researcher used a translator who 

translated the questions from Swahili to the Maasai language which most of the 

respondents used. 

 In order to reach the rural areas, the researcher was forced to enter into greater 

cost by hiring private transport like motorcycles in order to be taken to collect 

data. 

 In order to carry out the interview, the researcher had to include people who were 

willing to participate in it after persuading and educating them on the importance 

of it so as to fill the gap of the others. 
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CHAPTER TWO 

LITERATURE REVIEW 

2.1 Introduction 

This chapter reviews the existing literature relevant to the problem under study in order to 

gain insight and broad understanding of the available information about a research 

problem. The second chapter covered theoretical literature review, empirical literature 

review and research gap. 

2.2 Theoretical literature review 

Theoretical review is an evaluation of selected information found in different literature 

which is related to the study topic. It gives a theoretical base for the study and helps the 

researcher to determine the nature of the problem (Brink, 2003). 

2.2.1 Definition of terms 

2.2.1.1 Socio-cultural factors 

Socio-cultural factors are things that can affect our lifestyles as a society. They can have 

an influence on individual behaviours depending on one’s social values. Some of them 

could be religion, economic status, education, family, politics, and cultural values. Socio-

cultural factors involve both social and cultural elements of the society (Ember and Carol, 

2004). 

2.2.1.2 Fertility 

Fertility is the ability to conceive and bear children through normal sexual action. TFR is 

defined as the average number of children a woman would bear if fertility rates remained 

unchanged during her lifetime (UN, 2013). 

2.2.2 Socio-cultural determinants of high fertility 

Socio- cultural factors are indirect determinant factors which affect fertility through 

direct (proximate) variables. Culture is the central concept in anthropology denoting a 
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man’s distinctive quality and setting him apart from all other life forms (Bongaarts and 

Potter, 1983). Human behaviours seem to be dominated by instincts in which many are 

greatly modified by cultural influences (Al-Kandari, 2007). Even improved economic 

conditions, nations, regions and societies will experience different demographic patterns 

due to varying cultural influences (Bongaarts, 2008). The value placed upon large 

families especially among underprivileged rural populations in less developed countries 

is due to assurance of security for the elderly, sex preference, the ability of women to 

control reproduction, status of women within families and societies which are among 

significant cultural factors affecting family size and the demand for family planning 

services (Ramesh, 2010). 

2.2.2.1 Fertility preference 

The family size preferences can take various forms. Within the context of a particular 

family, parents may desire at least one child of each sex, or approximately equal number 

of particular sons and daughters. It can be argued that the difference between the desired 

family size and actual family can be attributed to the socio-economic status. The desire to 

have few children usually precedes the actual decline in fertility (Ramesh, 2010). A 

strong preference of one sex can be a constraint on fertility decline if a couple that 

achieved their preferred family size continues to bear children until they achieve their 

desired number of sons or daughters. Some of the reasons stated for desiring more 

children are that they are a source of wealth, continuity of the family, a source of help in 

old age, as a sense of honour, and also to remain with kids even if when others die 

(Yohannes et al., 2003). 

2.2.2.2 Early marriage and childbearing 

One of the indicators of high fertility is continued early marriage and childbearing 

(Tewodros et al., 2010). According to the 2010 TDHS, 23% of young women aged 

between 15 and 19 years have already begun childbearing, 17% are mothers, and an 

additional 6% are pregnant with their first child. Young motherhood is much more 

common in rural areas than in urban areas.  
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Women with no education are more than eight times likely to have started childbearing 

by age 19 than those who have secondary and higher education (52% versus 6%). Four in 

ten women in Tanzania are married by age 18. The median age at first marriage is 18.8 

for women of age 25–49 compared to men who marry later at a median age of 24.3. The 

age in which one gets married, is greatly determined by her education; women with 

secondary and higher education get married more than five years later than those without 

that is median age of 23.1 years versus 17.7 years for women age 25–49 (TDHS, 2010).  

2.2.2.3 Sex preference 

The preference of couples to have a child of particular desired sex is called sex 

preference. In some societies parents are said to prefer sons to daughters, while in others 

it is vice versa. But the existing literature shows that sons’ preference is common, 

particularly in Asian countries like Bangladesh, China, Korea, Pakistan (Anker and 

Knowles, 2002).While there are many studies on sex preference in most parts of the 

world, few of them have focused on African societies. However, there is evidence of sex 

preference in African societies and Tanzania in particular, and sons are reported to be 

preferred more than daughters. Furthermore most of these studies have observed a 

relationship between the number of living children and the desire for sons. Rural families 

with no sons were looked down upon. Sons were expected to carry on the family lineage, 

increase the reputation of the family, and protect the family’s interests. The lack of sons 

was a sign of humiliation and a curse (Jennings, 1990). 

2.2.2.4 Education 

There are numerous channels through which education can affect fertility. It is contended 

that education provides individuals with a new vision, normative orientation, better health 

care, and better employment opportunities outside home, better knowledge and access to 

family planning methods which in turn may produce a depressing effect on fertility 

(Cochrane, 1979). Educational attainment alters parent’s perception of the advantages of 

small families because they believe that it brings changes in the status of women, changes 

the social and economic aspirations, affect attitude towards contraception, ability to 

understand and make use of particular methods (Dust, 2005).  
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2.2.2.5 Economic status 

Household economic status also plays an important role in fertility rate. Women of high 

economic status are likely to possess maximum and expensive household goods and have 

exposure to modern services and also likely to be better educated. In order to maintain 

their standard, they may prefer to have fewer children compared to women of lower 

economic class (Hakim and Miller, 1996). 

2.2.2.6 Contraceptive use 

Contraceptive use is another substantial proximate factor affecting fertility among 

countries. At the same time, culture and socio-economic conditions have played 

significant roles in the use of contraceptive methods. There is a gradual and steady 

increase of the availability and use of modern contraceptive methods among currently 

married women in Tanzania by 20%, from 7% in 1991/92 to 27% in 2010 (TDHS, 2010). 

Even at 27%, Tanzania has one of the lowest levels of contraceptive prevalence in eastern 

and southern Africa. Another 6 percent of married women use traditional methods. The 

prevalence of contraceptive use increases with the increase in the number of living 

children as well as education level of people (Sajid et al., 2005). Similarly this 

association was also found in rural Tanzania where the number of living children and 

education were the main factors in use of contraception (Azhar and Pasha, 2008). This 

was also found in Nepal where the sex preference was an important barrier to the increase 

of contraceptive use and the decline of fertility in the country (Tiziana and Gianpiero, 

2003). 

2.2.2.7 Religious factors 

Demographers have been interested in the relationship between fertility and religion in 

Sub-Saharan Africa because of the region’s high fertility, dynamic and influential 

religious environment. For example, John Caldwell and Pat Caldwell began their 1987 

article with the statement. “Sub-Saharan Africa may well offer greater resistance to 

fertility decline than any other region”. The reasons are cultural and have much to do 

with a religious belief system that operates directly to sustain high fertility but that has 
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also molded a society in such a way it brings reward for high fertility (Caldwell and Pat, 

1987). Religion was still seen largely as a barrier to fertility decline and to family 

planning adoption in the region (McQuillan, 2004).  

2.3 Empirical literature review 

According to (UN, 1985), there is a negative relationship between female participation in 

labor market and their fertility in sociological and economic points of view. If we see the 

sociological aspect of female participation in labor market, it is reducing the traditional 

role of female as mother and homemakers. On the other hand, young women’s economic 

status makes them look better and healthier than the older ones and hence they decide to 

give birth to fewer children in order to maintain their looks.  

 

Kravdal (2002) found that strong negative relationship existed between community 

education and fertility rates. The results of the his study confirms the neoclassical theory 

which emphasis investment in human capital formation, increase the women participation 

in the labor market and in the long run it changes the fertility behaviour of household. In 

this way fewer children are preferred by women. 

 

Khraif (2002) assessed determinants of fertility in Saudi Arabia, using a regression 

analysis. He found that age at first marriage and woman’s education are apparently the 

most important determinants of fertility behaviour. He also found that some variables 

specifically “children death”, “son preference”, and the geographic region, are significant 

determinants of fertility. On the contrary, the analysis showed that living within an 

extended family setting is associated with low fertility levels. Also surprisingly, woman’s 

participation in the labor force and husband’s educational attainment were not among the 

significant fertility determinants in Saudi Arabia. 

 

A study by Akafuah et al. (2008) examined knowledge, attitudes and practice of family 

planning by men in Ghana. It considered socio-cultural factors such as spousal 

communication and cultural misconceptions about family planning that contributed to the 

low level of male involvement in the use of contraceptives. The findings indicated that 

demographic factors such as education, religion, exposure to mass media education had 
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significant effects on the participants increased knowledge, changing attitude and 

practices of family planning and reproductive decision making. 

 

Bettio and Villa (1998) investigated the negative relationship between fertility and 

unemployment in Italy. According to them if women participate in labor markets, then 

they will generate income for household in negative shocks of the partner employment. In 

order for them to remain in the labour market, they decide to stop childbearing and at the 

end of the day fertility rates decline. 

 

Ayebale (2005) examined the determinants of cohort fertility in Uganda. The study 

utilized three datasets from the country’s demographic and health surveys carried out in 

1988/89, 1995 and 2001, these datasets were combined to form four cohorts. It was found 

that women in the rural areas had higher fertility preferences than their counter parts in 

urban areas. Those who had attained secondary level of education and above had low 

fertility preference than those without at all. Increasing age of mothers was associated 

with increasing fertility preference. Increasing age at first birth was associated with 

decreasing fertility preference. 

 

El Lahga and Olfa (2008) assessed the main socioeconomic determinants of the 

household fertility decision in Tunisia. The study found that a husband’s characteristics 

are almost as important as those of wives in determining fertility decision. Both women 

and men’s education have an important impact on completed fertility. But the role of 

women in Tunisian families is dominant. 

 

Tadesse (2010) conducted a study to examine the socioeconomic determinants of fertility 

in Ethiopia and reported that urbanization played a key role in reducing it. Improving 

economic status of women leads to lower fertility.  

Education of women beyond primary level has a strong effect in reducing it. Lowering 

child mortality through better access to health services could reduce it. 
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Hondroyiannis (2009) also conducted another study to examine the determinants of 

fertility using panel data for twenty seven European countries. The study employed panel 

co- integration to estimate fertility as a function of demographic and economic variables. 

They found that low fertility in most industrialized countries in Europe was due to low 

infant mortality rates, high female employment, low nuptiality rate (frequency of being 

married) and high opportunity cost of having children. Using two measures of economic 

uncertainty, which are associated with labor market decisions, production (an output) 

volatility measure and the unemployment rate, the study also examined to what extent 

economic insecurities affected fertility decisions. The empirical results showed that both 

measures of economic uncertainty had a significant negative impact on fertility implying 

that labor market insecurities might have been a significant factor affecting fertility 

decisions. 

 

Eyayou et al. (2004) conducted a study on socio-cultural factors in decision related to 

fertility in remote located communities in Suri ethnic at Southern Ethiopia and found that 

children are highly valued and desired irrespective of their sex as both sexes filled a very 

crucial gap in the social, cultural and economic life of the family. Couples with many 

children are respected. A middle aged woman expressed her desire to have many children 

by saying, “God willing, I want to have as many children as possible, even more than 10 

children”. Another middle-aged man who is the father of 4 children said, “I want to have 

as many children as possible up to 20”. 

 

Palamuleni (2014) also conducted another study on social and economic factors affecting 

ethnic fertility differences in Malawi and the results found that the determinants for each 

ethnic group were the same. In particular, the results of the regression analyses indicated 

that the most important determinants of fertility for each ethnic group were, age at first 

marriage, type of residence, use of contraceptive and desire for additional children. 

However, the different socio-economic situations that characterized the ethnic groups 

implied that they may react to these factors differently. 



16 
 

2.4 Research gap 

Research on high fertility rate particularly in Tanzania and other parts of the world in 

general has been conducted for a number of years. However, the rate of decline is still 

low thus it indicates that efforts in this area are failing to make a significant impact in 

reducing fertility rate among women. This study intended to add more on the existing 

body of knowledge by assessing the impacts of socio-cultural factors contributing to the 

problem of high fertility. 
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CHAPTER THREE 

RESEARCH METHODOLOGY 

3.1 Introduction 

This chapter covers the type of study, study area, study population, source of population, 

sample size, sampling techniques, sources of data, data collection instruments, validity 

and reliability of research instruments, data processing and analysis, ethical 

considerations together with the limitation of the study. 

3.2 Study design 

A cross sectional descriptive study design was used for this study using both qualitative 

and quantitative approaches. The design is good in determining the relationship between 

one variable and the other in a study population at one point of time (Hopkins, 2000) it is 

also considered favorable because the design is suitable and inexpensive in terms of time 

and money. For that reason this design was used in the study so as to find out in what 

ways did socio cultural factors contribute to women having at least three children in 

Arusha District Council. 

3.3 Study area 

The area of study was carried out in Arusha District Council. Administratively the district 

is comprised of 3 divisions with 21 wards, 75 villages, and 94 hamlets. The size of the 

district is 1,547 square kilometers. By 2012 the district had a population of 323,198 of 

whom 154,301 were males and 168,897 females (NBS, 2012). 

3.4 Study population 

The study population consisted of people who had at least three children and were 

residents in the following villages, Olturumet, Kiushini, Kimnyaki and Olmringaringa. 
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3.4.1 Source of population  

 Inclusion criteria: The main inclusion criterion for a subject to be involved in the 

study was that he or she must be having at least three children. 

 Exclusion criteria: All people with less than three children were excluded from 

the study. 

3.5 Sampling techniques and sample size 

3.5.1 Sampling techniques   

Both probability and non probability sampling techniques were employed in this study.  

3.5.1.1 Probability sampling 

Multistage random sampling technique was used to select the study sample. It was 

conducted in three stages as follows: 

First stage: Cluster sampling was used to obtain one division out of three in Arusha 

district. Each name of the three divisions was written on a piece of paper and one name 

was picked randomly. The division obtained was Enaboishu. 

Secondly stage: Two wards were randomly selected from Enaboishu division, namely 

Kimnyaki and Olturumet.  

Thirdly stage: Four villages were randomly selected from two wards. Names of villages 

of two wards were listed in pieces of paper and two villages were picked randomly from 

each area which were Kimnyaki, Olmringaringa, Olturumet and Kiushini. Then from 

each village both women and men with at least three children from the households were 

selected and interviewed randomly.  

3.5.1.2 Non probability sampling 

Purposive or Judgmental techniques were used to obtain 2 health facilities and 8 health 

care personnel.  
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3.5.2 Sample size 

The sample selected in this study was as follows, 52 women, 20 men and 8 health care 

personnel both selected from the total population of 80. The number of women was large 

compared to men due to the fact that the study focused more on women. Men were only 

taken in order to solicit the problem information. 

Table 3.1: Sample size 

Name of village and health facilities Respondents # of respondents Total 

Kimyaki village Women 13  

 Men 5 18 

Olmringaringa village Women 13  

 Men 5 18 

Kiushini village Women 13  

 Men 5 18 

Olturumet village Women 13  

 Men 5 18 

Selian Lutheran Hospital Health care personnel 4  

Olturumet Health Centre 

TOTAL # OF RESPONDENTS 

Health care personnel 4 8 

80 

Source: Field Data (2015) 

3.6 Source of data and data collection instruments 

3.6.1 Data sources 

In this study two types of data were used; primary and secondary data. Primary data was 

acquired from respondents through questionnaires and interview. Secondary data for this 

study was gathered from books, journals, documents and internet. Also these data were 

obtained from different organizations which had data to support the researcher’s study. 

3.6.2 Data collection instruments 

The mixed approach method had been adopted to address the objectives and research 

questions. Tools which were employed in data collection comprised of questionnaires, 

interview and documentary reviews. The use of multiple methods to study a phenomenon 

was justified because of the wide nature of issues and sources to obtain the relevant 

information necessary. The advantage of multiple methods was that, comprehensive 
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information on the study theme was traced by eliminating over reliance on one source of 

data.  

 3.6.2.1 Questionnaires 

To facilitate the data collection procedure, 72 questionnaire items had been planned and 

used to solicit responses from women and men respondents of the target population. The 

researcher used both open and closed-ended questionnaires. The researcher used closed 

ended questionnaires because it provided direct answers to the respondents. Open ended 

questionnaires were used because they provided a chance for respondents to give many 

potential and concrete answers. The questionnaires were translated from English to 

Swahili as this is the local language used by majority of Tanzanians. 

3.6.2.2 Interviews 

This method is adopted to enable the researcher to make some clarification in case of any 

confusion faced by interviewees (Kombo and Tromp, 2009).The researcher used face to 

face interview through structured and unstructured questionnaires to obtain data from 

selected health facilities. The use of interviews helped the researcher to gather valid and 

reliable data that were relevant to research questions and objectives. The reason behind 

using interview was that more information could be obtained in greater depth. This 

method was used to collect data from the 8 respondents from the health facilities who 

were health care personnel. 

3.6.2.3 Documentary review 

Relevant information was extracted from various published and unpublished documents 

such as libraries, internets, books, journal and other reports related to the study. These 

documents provided an opportunity to support the information from other methods of 

data collection employed in the study.  

 



21 
 

3.7 Validity and reliability of research instrument  

After being allowed to carry out the research, data collection instruments were pre tested 

so as to ensure there validity. The research instruments were pre tested in groups similar 

to the study respondents. This was intentionally done so as to make sure that uniformity 

was reached. The pre test helped the researcher to validate the appropriateness of the 

tools, whether it was too long or not, difficult or easy to understand, checked for clarity 

of the questionnaire items and eliminated ambiguity, difficult words or unacceptable 

questions. Participants were given the opportunity to comment on the clarity of the 

questions and were requested to make suggestions for improvement (Varkevisser et al., 

2003). 

3.8 Data processing and analysis  

After data collection, the first stage was to prepare the raw data and transform them to 

computer readable format. The data was prepared for SPSS (version 16) and Ms-Excel 

2007. This involved coding and entry of quantitative data obtained from the field. After 

that, the analysis was performed using descriptive statistics. Qualitative data from Key 

Informants Interview (KII) were analyzed through thematic methods and transcription of 

emerging issues in the discussion was documented.  

3.9 Ethical consideration 

Ethical considerations in conducting this research were followed so as to prevent ethical 

dilemmas. To ensure it, the researcher secured a research clearance form from Mzumbe 

University whereby an introduction letter was written explaining the purpose of the study 

and requesting permission for data collection. Then the researcher requested for research 

permission from Arusha District Executive Director (DED) to carry out the study there. 

Informed consent was obtained from each respondent and was free to drop out from the 

study at any stage without fear of retribution.  
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CHAPTER FOUR 

PRESENTATION AND ANALYSIS OF DATA 

4.1 Introduction   

This chapter dealt with presentation and analysis of the findings which had been captured 

from the study on socio cultural factors influencing fertility of at least three children 

among women in Arusha District. The presentation and analysis corresponded to specific 

objectives of the study as well as research questions which were used in collecting the 

information in the study. The findings were based on data collection through 

questionnaires, interview and documentary review methods. A questionnaire was 

administered to 72 respondents at the household and 8 health personnel were interviewed 

at health care facilities. The results were presented by using descriptive form and 

frequency tables. 

4.2 Demographic characteristics of the respondents  

The demographic profile of the respondents by age, marital status, educational level, 

occupation and number of children in household was summarized in Table 4.1.The 

results showed that respondents belonged to an age category of 36-45 years were 31 

(43.1%), 26-35 were 30(41.7%), 46-55 were 9 (12.5 %) and 56 and above were 2(2.8%). 

A higher proportion of the respondents were married 66(92%) while fewer were single 

4(5%). Majority of the respondents 46(63.9%) had attained primary education, 4(5.6%) 

had college education and 8(11.1%) did not attend formal education. Moreover, about 

31(43.1%) of the respondents were peasants, 14(19.4%) were business personnel, 

13(18.1%) were employees, 11(15.3%) were pastoralists and the remaining 3(4.2%) were 

unemployed. The result showed majority of the respondents 46(64%) were Christians, 

11(15%) of the respondents were Muslims and the remaining 15(21%) had no religion. 

The finding also revealed that majority of the respondents 27(37.5%) had five children 

while 5(6.9%) had more than six children.  
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Table 4.1: Responses of the respondents on demographic characteristics  

Characteristic Category Frequency  Percentage 

Age 26-35 30 41.7 

 36-45 31 43.1 

 46-55 9 12.5 

 56 and above 2 2.8 

Marital status Single 4 5 

 Married 66 92 

 Widow/widower 2 3 

Educational level No formal education 8 11.1 

 Primary school 46 63.9 

 Secondary school 14 19.4 

 College 4 5.6 

Occupational status Peasant 31 43.1 

 Employee 13 18.1 

 Business 14 19.4 

 Pastoralists 11 15.3 

 Unemployed 3 4.2 

Religious Christian 46 64 

 Muslim 11 15 

 No religion 15 21 

Number of children 3 9 12.5 

 4 13 18.1 

 5 27 37.5 

 6 18 25.0 

 7 and above 5 6.9 

Source: Field Data (2015) 

4.3 Socio-cultural factors influencing high number of children among women 

These factors affect the society socially and culturally for example the desire for having 

many children, early marriages, age at first birth together with other reasons as it can be 

seen below. 

4.3.1 Fertility preference 

In this study the researcher investigated whether there was desire for having more 

children by asking a question to the respondents that if they preferred to have other 

children for the purpose of knowing if communities desired more number of children. 

The results in Table 4.2 revealed that, out of 72 targeted respondents 44(61%) of the total 

respondents wanted to have other children and 28 equivalents to 39% of the respondents 

did not. 
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Table 4.2: Responses of the respondents on fertility preference (N=72) 

Fertility preference  Frequency Percentage 

Yes  44 61 

No  28 39 

Total  72 100 

Source: Field Data (2015) 

The results from the interview showed that majority of women gave birth to an average 

of 5 children. One of them from Olturumet health center said that, “some women gave 

birth from seven up to nine children” 

4.3.2 Early marriages 

The result in the Table 4.3  revealed that, majority of the 37 respondents represented 

54.4% of those who were married at the age range of 20-25 while 21 respondents 

represented 30.9% at the age range of 14-19 and 10 respondents represented 14.7% of 

those married at the age range of 26-31. 

Table 4.3: Responses of the respondents on age married (N=68) 

Married at age range  Frequency Percentage 

14-19  21 30.9 

20-25  37 54.4 

26-31  10 14.7 

Total  68 100 

Source: Field Data (2015) 

The results from all the key informants showed that many girls were married off right 

after finishing their elementary education while others before finishing their studies. 

One of the informant from Olturumet health center said, “parents gave out their children 

into marriage earlier so as they could get bride price.” This showed that majority of 

parents were after their own interests and not after the welfare of their children. 

 

4.3.3 Age at first birth   

A finding in Table 4.4 revealed that 42(58.3%) of the respondents had their first child 

within the age range of 20-25, 17(23.6%) within 14-19 and the remaining 13(18.1 %) 

within 26-31.  
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Table 4.4: Responses of age range for the first birth (N=72) 

First child at age range Frequency Percentage 

14-19 17 23.6 

20-25 42 58.3 

26-31 13 18.1 

Total 72 100 

Source: Field Data (2015) 

From the informants, the researcher learned that majority of women gave birth before 18 

years of age. One of them from Olturumet health center said, “It was normal for young 

girls of about 14 to 15 years to give birth.” 

4.3.4 Sex preference for children 

The result in Table 4.5 revealed that of the respondents, 35 equivalent to 49% preferred 

both male and female children, 26(36%) preferred male children and the remaining 11 

respondents which represented 15% preferred females. 

Table 4.5: Responses on sex preference (N=72) 

Sex Frequency Percentage 

Male 26 36 

Female 11 15 

Male & Female 35 49 

Total 72 100 

Source: Field Data (2015) 

 

From the key informants, it was noted that these societies preferred male children than 

female. One of them from Selian Lutheran hospital said that, “There was a woman who 

kept on giving birth to even more than 7 children with the hope of getting a male child.” 

4.3.5 Other factors influencing respondents’ child bearing decisions 

The result in Table 4.6 showed that of the respondents, 40 equivalents to 30.5% believed 

in the decision of having a high number of children that could support them now and in 

their old age. 7 (5.3%) of the total respondents were influenced by their partner’s demand 

for children, 8 (6.1%) of them were influenced by pressure from family members, 21 

(16%) believed in fulfilling God’s plan, 20 (15.3%) said their decision was influenced by 

the fact that they wanted to maintain the future generation, 17 (13%) said  their decision 
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was influenced by the fact that having many children is an honor, 15 (11.5%) feared that 

children may or may not survive and the 3 (2.3%) of the remaining respondents 

considered many children as wealth.  

Table 4.6: Other factors influencing child bearing decisions (N=72) 

Occupation Frequency Percentage 

Children’s are wealth 3 2.3 

They can support now and in old age 40 30.5 

May or may not survive 15 11.5 

Children are honor 17 13.0 

To maintaining future generation 20 15.3 

To fulfill God plan 21 16.0 

Pressure from family members 8 6.1 

Partner demand 7 5.3 

Total *131 100 

Source: Field Data (2015) 

*There is higher frequency in the above table than the number of respondents due to 

multiple responses.  

4.4 Family factors that influence child bearing decision 

Moreover, at the family level there were some constraints that affected child bearing 

decisions depending on the type of family. It could either be nuclear, extended or single 

parent families thus caused various decisions concerning child bearing.  

4.4.1 Type of marriage  

Data in Table 4.7 indicated that out of 68 respondents, only 7 (10%) respondents had 

more than one wife that is polygamy and majority that are 61(90%) were in monogamy 

while no one fell in polyandry type of marriage in the study area. 

 

Table 4.7: Responses of respondents on type of marriage (N=68) 

Type of marriage Frequency Percentage 

Monogamy 61 90 

Polygamy 7 10 

Polyandry - - 

Total 68 100 

Source: Field Data (2015) 
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4.4.2 Participation on child bearing decisions 

Participation among couples is very important in decision making on the number of 

children a couple wants to have. In finding out the level of participation in child bearing, 

the researcher asked the question to find out how many of them discussed with their 

partners on the number of children they would like to have. The results in Table 4.8 

showed that, 35% of the total respondents believed that discussing with their partners the 

number of children to have was not important while 65% said that they participated 

effectively in their child bearing decisions. 

Table 4.8: Participation on child bearing decisions (N=72) 

Occupation Frequency Percentage 

Yes 47 65 

No 25 35 

Total 72 100 

Source: Field Data (2015) 

4.4.2.1 Factors that prevented participation in child bearing decisions 

In assessing what reasons made them not to discuss with their partners the number of 

children they would like to have in the future, the responses were as follows in Table 4.9; 

84% respondents said that they did not see the need of discussing with their partners 

because they believed that it is God who gives children and therefore any number given 

to them was okay. Also 16% believed in their cultural beliefs that every child is born with 

his or her lack so they did not see any reason to discuss about the number of children to 

have in the future.  

Table 4.9: Factors that prevented participation in child bearing decisions (N=25) 

Reason Frequency Percentage 

God provide 21 84 

Cultural believes 4 16 

Total 25 100 

Source: Field Data (2015) 
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4.4.3 Influence of spouse on child bearing 

The results in the Table 4.10 revealed that, 42 respondents which represented 58% of the 

total respondents said that their partners did not need many children and 30(42%) said 

that theirs needed many children hence were influenced by them. 

Table 4.10: Influence of spouse on child bearing (N=72) 

Responses Frequency Percentage 

Yes 42 58 

No 30 42 

Total 72 100 

Source: Field Data (2015) 

4.4.4 Educational level of the respondent’s spouse 

Table 4.11 showed that majority of the respondent’s spouse had primary school education 

which accounted to 51 (70.8%), where 13(18.1%) had secondary and the remaining 

11.1% did not have any formal education. 

Table 4.11: Education level of the respondent’s spouse (N=72) 

Education level Frequency Percentage 

No formal education 8 11.1 

Primary 51 70.8 

Secondary 13 18.1 

Total 72 100 

Source: Field Data (2015) 

4.4.5 Occupation of the respondent’s spouse 

Data in Table 4.12 showed that 32 of the respondents which represented 44.4% of their 

spouse were peasants, 16 (22.2%) were pastoralists, 15(20.8%) were business personnel 

and 1(1.4%) was unemployed. 

Table 4.12: Occupation of the respondent’s spouse (N=72) 

Occupation Frequency Percentage 

Peasant 32 44.4 

Employee 8 11.1 

Business 15 20.8 

Pastoralists 16 22.2 

Unemployed 1 1.4 

Total 72 100 

Source: Field Data (2015) 
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4.5 Outcomes of socio-cultural practices on family planning strategies 

Socio cultural practices like religion and others can affect various modern intervention 

strategies such as family planning negatively. 

4.5.1 Religion 

According to religion, the researcher was able to inquire from Christian respondents, 

Muslim respondents and non religious respondents the types of FP methods they were 

using. The results in Table 4.13 indicated that 45.7% of the Christians used modern 

methods of FP, 30.4% used traditional and the remaining 23.9% did not use any. The 

finding also indicated that 54.5% of Muslims used modern methods, 27% used 

traditional, the remaining 18.2% did not use any and 33.3% of the non religious group 

used modern methods, 40% used traditional and 26.7% did not use any. 

Table 4.13: Responses on methods of FP used (N=72)  

Religion Modern methods            Traditional methods None 

Christians 

Muslims 

Non  religious 

21(45.7%) 

6(54.5%) 

5(33.3%) 

14(30.4%) 

3(27.3%) 

6(40%) 

11(23.9%) 

2(18.2%) 

4(26.7%) 

Source: Field Data (2015) 

4.5.2 Society’s perception on the use of modern FP methods 

The researcher analyzed the knowledge which existed on the use of modern FP methods 

in the study area, respondents were asked to explain the society’s perception towards the 

use of modern FP methods. Results from the study in Table 4.14 revealed that majority of 

the respondents 41(57%) said that the society viewed it positively while 20(28%) 

commented that it perceived negatively and the remaining 11(15%) did not know 

anything. 

Table 4.14: Society Perception on Modern FP Methods (N=72) 

Responses Frequency Percentage 

Positively 41 57 

Negatively 20 28 

I don’t know 11 15 

Total 72 100 

Source: Field Data (2015) 
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4.5.2.1 Negative perception on the use of FP methods 

In finding out what  factors  made the society  to view negatively the use of moderm FP 

methods, respondents who said that the society viewed it negatively were asked the 

question and were required to give the reasons. The results in Table 4.15 showed that, 9 

respondents equivalent to 28.1% of the total respondents said that it was against religious 

beliefs, 7 (21.9%) said that it encouraged sex out of marriage, 4(12.5%) commented that 

they believed it interrupted their sexual enjoyment and 12(37.5%)  of them said that they 

heard from their colleagues about the side effects they experienced from using the 

methods.  

Table 4.15 Responses on negatively perception on use of FP methods (N=32) 

Reason Frequency Percentage 

Religious belief 9 28.1 

Encourage sex out of marriage 7 21.9 

Interrupts sexual satisfaction 4 12.5 

Side effects 12 37.5 

Total 32 100 

Source: Field Data (2015) 

The key informants also said that the society had a negative perception on the use of 

contraceptives. One of them from Selian Lutheran hospital said that, “There was a 

woman who used contraceptives secretly without the awareness of the husband by 

secretly visiting clinics with the excuse of going to the farm.” 

4.5.3 Male visits to health facilities for FP  

The results in Table 4.16 showed the response of men who attended clinics together with 

their wives. Majority of them did not attend clinics with their wives by 77% while few 

attend as represented by 23% of the total respondents. 

Table 4.16 Male visit health facility for FP (N=64) 

Male visit Frequency Percentage 

Yes 15 23 

No 49 77 

Total 64 100 

Source: Field Data (2015) 
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Key informants suggested that participation among couples in making decisions 

concerning FP is very important. One of them from Selian Lutheran Hospital said; 

“Lack of joint decisions on the use of modern contraceptive methods 

among couples is one of the major problems we are facing while providing 

the services. Personally I faced this challenge when I was offering the 

service of implant to one client who came back with her husband after four 

days claiming to get it removed and I did so” 

4.5.4 Types of contraceptives used by respondents 

The respondents were asked to mention the types of contraceptives they were using for 

FP purposes. The finding in Table 4.17 showed that 32(44%) of the respondents used 

modern methods, 23(32%) used traditional (calendar) and the remaining 17(24%) do not 

use any contraceptives. 

Table 4.17: Responses on types of contraceptive used (N=72) 

Types of contraceptive Frequency Percentage 

Modern methods 32 44 

Traditional methods 23 32 

None 17 24 

Total 72 100 

Source: Field Data (2015) 

From the society the informants said that majority preferred using modern methods. One 

of them from Selian Lutheran hospital said, “Most women preferred using methods that 

could hardly be noticed by their husbands such as the use of injections whose effects last 

for a long period of time.” 

4.6 Ways to reduce the average number of births to children among women  

Some of the ways that can be employed in controlling the average number of births to 

children among women can be; through provision of education to the society and by 

creating policies that can support FP for example limiting the number of children per 

family. 
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4.6.1 Techniques applied so as to reduce the number of births to children  

The study reviewed if there were any techniques used in the area so as to reduce the 

number of children. The results in Table 4.18 showed that, 48 respondents which 

represent 67% of the total respondents said that various techniques were applied by 

Government and Non-governmental organizations, 13(18%) said that no techniques were 

applied, and the remaining 11(15%) said that they did not know if there was any action 

taken to reduce the problem. 

Table 4.18: Techniques applied to reduce the number of children birth (N=72) 

Responses Frequency Percentage 

Yes 48 67 

No 13 18 

I don’t know 11 15 

Total 72 100 

Source: Field Data (2015) 

4.6.2 Techniques applied 

The researcher examined techniques which were applied by asking questions to the 

respondents who said that they were applied to reduce the births. Data in Table 4.19 

revealed that majority of them (36.8%) used FP campaigns while minorities (18.4%) used 

both FP services and FP financial support. 

 

Table 4.19: Responses of the techniques applied (N=48) 

Techniques applied Frequency Percentage 

FP seminars  20 26.3 

FP financial support 14 18.4 

FP campaigns 28 36.8 

FP services 14 18.4 

Total *76 100 

Source: Field Data (2015) 

*There is higher frequency in the above table than the number of respondents due to 

multiple responses.  
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4.6.3 Suggestions to reduce the number of children birth 

Some suggestions were drawn from the respondents and were as follows in Table 4.20, it 

revealed that 43 respondents equivalent to 31.4% of the total respondents said that 

education on FP especially in rural areas should be provided, 13 (9.5%) said that the 

supply of contraceptive devices should be increased in order to make them available for 

everyone, 8 (5.8%) said that the service providers should make sure the methods are used 

as recommended, 28 (20.4%) proposed  that door to door FP campaigns in communities 

should be provided,17(12.4%) said that people should get married at the right time so as 

to avoid early marriages and 28 (20.4%) said that the FP services should be provided 

freely. 

 

Table 4.20: Suggestion to reduce the number of children birth (N=72) 

Suggestion Frequency Percentage 

To provide education on FP especially in rural area 43 31.4 

To increase the supply of contraceptives device 13 9.5 

To ensure the methods of FP used as recommended 8 5.8 

Door to door FP campaigns in communities 28 20.4 

Delayed married 17 12.4 

To provide for free FP services in all health facilities 28 20.4 

Total *137 100 

Source: Field Data (2015) 

*There is higher frequency in the above table than the number of respondents due to 

multiple responses.  
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CHAPTER FIVE 

DISCUSSIONS OF THE FINDINGS 

5.1 Introduction 

In this chapter, the results of the study are discussed. Comparisons are made between 

previous related studies and the findings of this particular study. 

5.2 Demographic characteristics of the respondents 

The researcher was interested to know four demographic characteristics namely; age 

composition, educational level, marital status and occupations of the respondents in the 

study area. This discussion was important because the mentioned variables had a big 

influence on the fertility rate.  

 

To begin with, the age distribution of the total respondents in Table 4.1, showed that 

majority of the respondents was in the age groups of 36 - 45 and 26 – 35 years 

respectively; accounting for approximately 43.1% and 41.7% of the total respondents. 

From these results one can reasonably argue that by these age ranges, the respondents 

still have the possibility to give birth. Scientifically it is said that women can give birth 

up to the age of 40-45, therefore due to fertility rate being affected positively then it leads 

to high fertility rate. Generally from the findings, majority of the female respondents 

were under and within the ages that could still enable them to conceive. 

 

Second, the educational level of respondents is one among the important social factors 

that affect fertility. Most literate people marry late because of their educational and 

professional careers and they are also conscious of having a limited family size while 

illiterate people tend to have many children. Results in Table 4.1 revealed that majority of 

the respondents had primary school education which is 63.9% of the total respondents, 

while 11.1% had no formal education. Therefore those that only attained primary school 

education and those that completely had no formal education were more prone to have 

many children. 
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Third, the occupation and levels of income of individuals may determine the number of 

children one can have. The results in Table 4.1 showed that out of 72 total respondents, 

43.1% were peasants, 19.4% engaged in petty businesses, 18.1% were employees, 15.3% 

were pastoralists and the remaining 4.2% were unemployed. Such information was 

important in examining the relationship between respondents’ occupation and the number 

of children they desired to have in their life time. It also helped to understand that people 

in the formal sector of economy and with higher level of education had preference of 

fewer number of children irrespective of the sex (sons or daughters), those in the informal 

sector such as peasants and pastoralists preferred a higher number of children to satisfy 

their cultural, occupational and other personal demands.   

 

Marital status is a very important factor in determining fertility in many societies. The 

findings in this study depicted that majority of the respondents 92% were married, 5% 

were single, and the remaining 3% were widowed. It was assumed that people who are in 

unions whether formal or non-formal were more exposed to frequent sexual activities 

hence expected to bear more children than other groups. The assumed difference is based 

on the reality that married people in Africa are culturally supposed to bear more children 

than other groups. The survey which has been conducted in Tanzania on demographic 

characteristics concurs with the results found in this study (TDHS, 2010). 

5.3 Socio-cultural factors influencing number of children among women 

Under socio cultural factors, the fertility preference in the study area was still high. As 

seen from Table 4.1 most of the respondents had five to six children and only 9 had three, 

but out of 72 targeted respondents 61% of them still needed other children while only 

39% did not. These results concurred with those of the (TDHS, 2010) and Yacob (2000) 

results on Sub Saharan Africa countries where high desired fertility was observed to be 

above five children. 

 

 

 



36 
 

Furthermore, age at first marriage is another important variable affecting total fertility 

rate. Early child-bearing has been seen as a long term risk to women contributing 

significantly to large families. Girls who are married young have long child bearing years 

than older ones. According to the findings in Table 4.3, majority of the respondents 

54.4% got married at the age of 20-25 years, 30.9% at 14-19 years and 14.7% at the age 

of 26-31 years. Since early marriage has a major effect of early child bearing, they tend to 

have a lower rate of contraceptive use due to their limited knowledge of birth control. In 

this study more than 30% of the respondents married before reaching 20 years, hence had 

a longer period of exposure to pregnancies and a greater number of children than those 

who were married after 20 years. The findings above concurred with the study done by 

Abanihe (2001) in West Africa that showed 44% of 20-24 year old women were married 

under the age of 15. Also the study by United Nations Population Fund (UNFPA, 2012) 

estimated that 37% of Tanzanian women aged 20−24 years were married or were in 

union before the age of 18 between 2000−2011.  

 

Also, age at first birth was seen as one of the factors that determine fertility in a 

population. Women who marry early are typically exposed to the risk of pregnancy for a 

longer period. Thus early childbearing generally leads to a large family size. It is also 

associated with increased health risk for the mother and child. According to the findings 

in Table 4.4 the results showed that 23.6% of the respondents had their first child at the 

age below 20 years, this has led to having more children than those having their first 

child after 20 years. The findings above on age at first birth can be supported by the study 

which was undertaken in Ethiopia that revealed a situation in which a person with an 

earlier age at first birth was likely to end up in having many children (Tewdros et al., 

2010) According to the TDHS (2010), 44% of women in Tanzania are either mothers or 

pregnant with their first child by the age of 19. 

 

However, sex preference for children has been highlighted. In some families, couples 

may decided the number of children they would like to bear in their life time shortly after 

marriage and this is achievable in the modern society with the existence of different 

choices of fertility control measures. But a couple's intention on the number of children 

they desire might change if all their living children are of the same sex. In this study, 
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results in Table 4.5 revealed majority of the couples in the study area had preference for 

both male and female children representing 57%, while preference for male children 

presented 33% and for females 10%. The sex preference is still widely practiced in many 

developing countries and as such, women might decide to continue bearing more children 

until they have their desired sex. The study conducted in Pakistan showed the same 

results that, the sex of surviving children was strongly correlated with subsequent fertility 

and family planning uses (Hussain et al., 2000). 

 

The study showed that there were other several factors which influenced respondents’ 

child bearing decisions. The finding in Table 4.6 indicated that people preferred to have 

many children due to some aspects like survival for the lineage, family prestige, to fulfill 

God’s plan, children may or  may not survive, partner’s demand for children, guarantee 

of security, help in domestic and during old ages. As indicated earlier, attitude towards 

value of children is higher in the study area. 

 

 Majority strongly agreed on the attitudinal aspects towards value of children. For 

example 30.5% of them strongly agreed that they preferred many children because 

children are helpful during old age and also they are used as cheap labour for farm 

activities and they provide house help, 7% and 6.1% were influenced by spouse’s 

demands and pressure from family members respectively, 16% respondents’ decision was 

due to fulfilling God’s plan, 15.3% strongly agreed with the statement that children are 

valued for the lineage to survive. Other 13% supported the statement that children are 

born many for family prestige. 11.5% strongly agreed that it was good to have many 

children so as to overcome mortality risks and the remaining 2.3% believed that children 

were a source of wealth because they support the family in different economic activities. 

5.4 Family factors that influence child bearing decisions 

To begin with the types of marriage, this has a positive association with fertility level. 

One may explain the positive association between polygamy types of marriage and 

fertility by referring the situation where men marry additional wives mainly to satisfy 

their desire for a large number of children. Also this makes women who are in 

monogamy type of marriage to give birth to many children especially if their husband 
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desires many children so as to satisfy his demands. The study conducted by Steven 

(2002) showed that polygamy type of marriage involved marriage at younger ages and 

therefore resulted to many children. 

 

Second, participation on child bearing decision is very important in controlling fertility 

rate in the society. This study found that 35% of the respondents did not participate in 

decision making on the number of children to have. The absence of communication might 

have been caused by cultural prevailing stereotypes such as some societies believed that 

it is God who gives children while others believed that every child is born with his or her 

luck. 

 

Third, the influence of spouses on child bearing also affects fertility rate. The researcher 

determined that the partners of the respondents desired to have many children. The results 

in Table 4.10 showed 42(58%) of the respondents’ spouses did not want other children 

and 30(42%) of them desired to have more children. From these results, it showed that 

partners of the respondents had influenced the fertility rate to be either high or low. 

 

Furthermore, the educational and occupational status of the respondents’ spouses affected 

the fertility rate in two different ways either positively or negatively but rather more 

negatively. According to the educational level, the results indicated that majority of the 

respondent’s spouses had primary school level of education which accounted for 70.8% 

of the total respondents and the other 11.1% had partners who did not have formal 

education. In terms of the occupational status, it can be noted from the results that 44.4% 

of the total respondents’ spouses were peasants. Generally from the results, the 

educational and employment status of the respondents’ spouses tended to affect the 

fertility rate more negatively due to the fact that majority were less educated thus gave 

birth to many children. 

5.5 Outcomes of socio cultural practices on modern intervention strategies 

First, religion as a socio cultural practice that refers to pursuit or interest followed with 

great devotion has affected modern intervention strategies negatively. As it can be noted 

from the results, some Christians (23.9%) and Muslims (18.2%) did not use 
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contraceptives because their religion discouraged the usage thus led to high fertility rate. 

To support these results Ohadike et al. (2003) argued that although natural fertility 

variations are primarily determined by biological process, it might be modified by norms, 

beliefs and values as well as the practices that are likely to affect positively or negatively 

the reproductive performance of given society. Therefore each religious group may stress 

certain aspects in reproductive behaviors thus discourage modern intervention strategies. 

 

But also, the researcher was interested in knowing the perception of modern FP methods 

among the respondents. From the findings, it showed that 28% of them said that the 

society was against the modern intervention strategies. These respondents also gave 

supporting reasons that it was against their religion due to the fact that God through the 

Holy books said that we should multiply and fill the earth, also because it has severe side 

effects to those who use it, others said that approving to this methods is like giving 

license to your wife to have sexual relationship with other men and also did not approve 

them because of inability of one to enjoy sex to the fullest for example the use of 

condom. 

 

Furthermore, the researcher outlined that men are less involved in attending health 

facilities for family planning matters with their wives .From the results, about 77% of the 

respondents said that majority did not do so. Also the study found out that modern 

methods were leading in being used mostly by the respondents by 44%. These results 

also showed that men were less involved due to the fact that the contraceptives were only 

applicable to women and not men, but also it is because that some women used the 

contraceptives such as injections secretly. For women who used the traditional methods 

were still in the risk of having more children if their husbands were not cooperative with 

them. According to the study conducted by Yakobson et al. (2012) showed that for the 

calendar system to be effective men must become full partners in the decision to use 

them, men should be willing to abstain from sex or to use condoms on fertility days. 

 

To conclude with, the study found out that various methods were applied by government 

and nongovernmental organizations to control the fertility rate but it is still high. The 

researcher sought for suggestions from the respondents and was informed that education 
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should be provided, the supply of contraceptives should be improved and also 

contraceptives should be available in health centers at less cost or free of charge so as 

every individual may get access to them. They also suggested that family planning 

campaigns should be conducted door to door especially in areas that lack its awareness. 
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CHAPTER SIX 

SUMMARY, CONCLUSION AND RECOMMENDATION 

6.1 Introduction  

This chapter presented the final work of the study. It involved the summary drawn from 

the findings as well as conclusions, recommendation and suggestions for further research. 

6.2 Summary 

The study was conducted with the overall objective of examining socio-cultural factors 

influencing fertility of at least three children among women in Arusha District. The study 

dealt with 72 respondents who had at least three children from four villages which were 

Kimnyaki, Olmringaringa, Olturumet and Kiushini and 8 key informants from Selian 

Lutheran Hospital and Olturumet health centre. Various approaches were employed to 

generate the necessary data from both primary and secondary sources. Primary data were 

obtained through questionnaires and interview where secondary data were obtained from 

published and unpublished documents.  

 

The study showed that majority of the respondents were in the age range of 36-45 

(41.7%) years and 26-35 (43.1%) respectively. A big number of these respondents were 

married (92%). Moreover the results showed that majority of the respondents (63.9%) 

had attained primary education and most of them (64%) were Christians. Findings had 

also shown that fertility rate was high whereby 37.5% of women could give birth to 5 

children. 

 

Furthermore, it was found that majority of the respondents (61%) had a positive attitude 

towards the value of having many children. They believed that it is worth to give birth to 

many children so  as to cover mortality risks, guarantee of security, help in domestic 

activities, help during old age as well as family prestige. The results revealed that there 

was still early marriages and early child birth in the area. In terms of sex preference, 36% 

of the respondents reported that they preferred to have a male child while 15% female. 
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Ultimately from the study findings there was need for more family planning programmers 

within the district to reduce fertility rate. 

6.3 Conclusion 

The study found that people from Arusha District had a positive attitude towards the 

value of children. They still have the notion that having many children can guarantee 

them security, help during old age or domestic activities, a source of family prestige and 

also to cover mortality risks. Early marriages and sex preferences were among the factors 

which contributed to high fertility rate. There is need for the government and non-

governmental organization to sensitize the community in order to control socio cultural 

factors such as early marriages and sex preferences. Furthermore there should be family 

planning programs with special emphasize on male involvement. 

6.4 Recommendation 

Basing on the findings of the current study, the following recommendations were put 

forward to bring about reduction in women child bearing: 

 Programs should focus on creating awareness about the disadvantage of early 

marriages. 

 Encourage to delay age at first birth through an organized women and men family 

planning counseling. The legal age at first marriage in Tanzania is 18 years. 

However, this minimum age at first marriage is not practiced particularly in the 

present study areas. Hence, all responsible leaders should be in a position to 

ensure the practicability of this marriage law. 

 The community members should participate fully in all matters relating to family 

planning. This will help to acquire more education and knowledge on the 

importance of using permanent modern contraceptive methods so as to lower 

fertility rates in the District. Through education, members of the community 

would be able to encounter the negative perceptions embraced among them on the 

use of modern contraceptive methods. Moreover, education will help in 

challenging inaccurate beliefs and cultural norms concerning fertility rate at the 
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community level hence increase the uptake of these methods to a greater number 

of women. 

 The contraceptives should be promoted, that is to say they should either be less 

expensive or free of charge because others are willing to use contraceptives but 

due to poverty they cannot afford to buy them. Also the access to contraceptives 

should be improved so that those in need may easily get access of them without 

using much energy in finding them. 

 However women should be encouraged to visit health centers in order to seek for 

advice from health experts so that they can get knowledge on the use of FP 

methods even without the consent of their husbands. 

 There should be routine researches on family planning so that problems may be 

identified soon and necessary programs to be implemented.  

6.5 Areas for further research 

This study examined the influence of socio-cultural factors in Arusha District. 

However there are some areas that require further research, namely: 

 Existence of early marriages and age of girls at their first birth. This issue is of 

deep significance generally as a social and governmental issue because it results 

into population growth of a country due to high fertility rate. 

 There is a tendency at which respondents prefer mostly male children. There is a 

need to conduct research to examine the factors which are behind this scenario 

and to look at what might be done to stop it. 

 Also there is poor involvement of men in family planning issues. Therefore, there 

is need to conduct further research in order to know in deep the reasons behind 

this so that it can be scientifically solved.  
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APPENDICES 

QUESTIONNAIRE DESIGN FOR INDIVIDUALS WITH FERTILITY OF AT 

LEAST THREE CHILDREN IN ARUSHA DISTRICT 

Dear participant, 

I am student from Mzumbe University pursuing Master Degree in Health System 

Management. I am conducting research on “Socio-cultural Factors Influencing 

Fertility of at least Three Children among Women in Arusha District Council”.  

I consider you to be an important stakeholder in this study and would be very thankful if 

you could spend a little of your time to answer these questions to help me gather the 

required data for the research.  

I would like to assure you that the information you provide will be treated with utmost 

confidentiality and anonymity.  

Thank you for your cooperation. 

…………………………..  

LAZARO MESHACK 
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QUESTIONNAIRE FOR DESIGN FOR INDIVIDUAL 

NAME OF WARD………………………………………………………………. 

NAME OF VILLAGE…………………………………………………………… 

Instructions for completing of this Questionnaire: Please, tick [√] the appropriate 

box.  

1. Sex of respondent 

i) Male [   ] 

ii) Female [   ] 

2. Age of the respondent 

i) 15-25 [   ]  

ii) 26-35 [   ]  

iii) 36-45 [   ]  

iv) 46-55 [   ]  

v) 56 and above [   ] 

3. Marital status of the respondent 

i) Single [   ]  

ii) Married [   ] 

iii) Separated or Divorced [   ] 

iv) Widow or widower [     ] 

4. Level of education of the respondents  

i) None [   ] 

ii) Primary education [   ] 

iii) Secondary education [   ] 

iv)  College [     ]              

5. Occupation of the respondents  

i) Peasant [   ]  

ii) Formal employment [   ]  

iii) Business [   ] 

iv) Pastoralist[   ]  

v)  Other (specify)…………………………………………………………… 

 



51 
 

6. How many children do you have in your family?     

i) 3 [   ]  

ii) 4 [   ] 

iii) 5 [   ] 

iv) 6 [   ] 

v) 7 and above [   ] 

7. Are you looking to have more children? 

i) Yes [   ]  

ii) No [   ]  

8. At what age were you married? 

i) 14-19 [   ] 

ii) 20-25 [   ] 

iii) 26-31 [   ] 

iv) 32-38 [   ] 

v) 39 and above [   ] 

9. How old were you when you first gave birth? 

i) 14-19 [   ] 

ii) 20-25 [   ] 

iii) 26-31 [   ] 

iv) 32-38 [   ] 

v) 39 and above [   ] 

10. What is your preferred sex of child? 

i) Male [   ] 

ii) Female [   ] 

iii) Male and Female 

11. What factors influence the number of children you have? 

i) Children’s are wealth [    ] 

ii) They can support in old age [   ] 

iii) Children’s may or may not grow [   ] 

iv) Children’s are honor [   ] 

v) To maintain future generation [    ] 
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vi) Others (specify)…………………………………………………………………….. 

12. What type of marriage? 

i) Polygamy [    ] 

ii) Monogamy [   ] 

iii) Polyandry [    ] 

13. Do you discuss with your partner on number of children to have?  (i)Yes [   ]    (ii) No 

[   ] if No explain the reason prevent you to discuss……………………………………….. 

………………………………………………………………………………………………

……………………………………………………………………………………………… 

14. Does your partner want more children?  

i) Yes [   ]  

ii) No [   ] 

15. What is the level of education your partner or spouse completed? 

i) None [   ] 

ii) Primary school [   ] 

iii) Secondary school [   ] 

iv) College [    ] 

16. What is your spouse occupational status? 

i) Formal employment [   ] 

ii) Business man [   ] 

iii) Peasant [   ] 

iv) Pastoralist [   ] 

v) Others (specify) [   ] 

17. What is your religious……………………………………..and what types of family 

planning influenced by your religious? Mention…………………………………………... 

…………………………………………………………………………………………….... 

18. What is your society perception towards the use of contraceptive methods? 

i) Positive [   ] 

ii) Negative [   ] 

iii) I don’t know [    ] 



53 
 

19. If you see the society has negative perception on the use of contraceptive methods. 

Explain the reason? ………………………………………………………………………... 

………………………………………………………………………………………………

……………………………………………………………………………………………… 

20. Male visit health facilities for family planning services? 

i) Yes [   ] 

ii) No [    ] 

21. What types of family planning method have used? Mention ………………………… 

………………………………………………………………………………………………

……………………………………………………………………………………………… 

22. Is there any technique apply to reduce the number of children birth? (i) Yes [     ]  

(ii) No [     ] (iii) I don’t know [       ] If yes what types of technique? 

………………………………………………………………………………………………

……………………………………………………………………………………………… 

23. What did you suggest in order to reduce big number of children birth in your society? 

Explain……………………………………………………………………………………... 

………………………………………………………………………………………………

……………………………………………………………………………………………… 

 

Thank you for participation. 
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MASWALI KWA WATU WENYE WATOTO WATATU NA ZAIDI 

 

Mpendwa msailiwa, 

 

Mimi ni mwanachuo kutoka chuo kikuu Mzumbe (Morogoro) ninasoma shahada ya pili 

katika Menejimenti Mfumo wa Afya. 

 

Tafadhali kuwa huru kujaza maoni yako katika utafiti wangu juu ya sababu za kijamii 

zinazopelekea mwanamke kuwa na watoto watatu na zaidi katika wilaya ya Arusha. 

Maoni yako ni kwa ajili ya manufaa ya utafiti wangu tu, na si vinginevyo. 

 

Taarifa nitakazozipata kutoka kwako zitasaidia jinsi ya kulitatua tatizo hili kwa kutoa 

mapendekezo nini kifanyike ili kuboresha huduma ya uzazi wa mpango. 

 

Ahsante kwa ushirikiano. 

…………………………….. 

LAZARO MESHACK 
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MASWALI  

JINA LA KATA ____________________________________________________ 

JINA LA KIJIJI_____________________________________________________ 

Maelezo ya kujibu maswali: weka alama ya tiki [√] kwenye jibu sahihi  

1. Jinsia yako ni 

(i) Mwanaume [   ] 

(ii) Mwanamke [   ] 

2. Una umri wa miaka mingapi? 

(i) 15-25 [   ] 

(ii) 26-35 [   ] 

(iii)36-45 [   ] 

(iv) 46-55 [   ] 

(v) 56-na zaidi [   ] 

3. Hali ya ndoa  

(i) Nimeoa [   ] 

(ii) Nimeolewa [   ] 

(iii)Sijaoa [   ] 

(iv) Sijaolewa [   ] 

(v) Nimeachika [   ] 

(vi) Mjane au Mgane [   ] 

4.  Una kiwango gani cha elimu? 

(i) Sijasoma [   ] 

(ii) Msingi [   ] 

(iii)Sekondari [   ] 

(iv) Chuo [   ] 

5. Unajishuhulisha na shughuli gani? 

(i) Kilimo [   ] 

(ii) Kuajiriwa [   ] 

(iii)Biashara [   ] 

(iv) Mfugaji [   ] 

(v) Sina kazi [   ] 
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(vi) Zinginezo (taja)............................................. 

6.  Je una watoto wangapi katika familia yako? 

(i) 3 [   ] 

(ii) 4 [   ] 

(iii)5 [   ] 

(iv) 6 [   ] 

(v) 7 na zaidi [   ] 

7. Je unafikiria kuwa na watoto zaidi?  

(i) Ndiyo [   ]  

(ii) Hapana [   ]  

8. Ni katika umri gani ulioa au uliolewa? 

(i) 14-19 [   ] 

(ii) 20-25 [   ] 

(iii)26-31 [   ] 

(iv) 32-38 [   ] 

(v) 39 na kuendelea [   ] 

9. Je ni katika umri gani ulimpata mtoto wako wa kwanza? 

(i) 14-19 [   ] 

(ii) 20-25 [   ] 

(iii)26-31 [   ] 

(iv) 32-38 [   ] 

(v) 39 na kuendelea[   ] 

10. Ni jinsia gani ya mtoto unayopendelea? 

(i) Mvulana [   ] 

(ii) Msichana [   ] 

(iii)Wote [   ] 

11. Ni sababu zipi zilizokupelekea kuwa na idadi ya watoto ulionao? 

(i) Watoto ni utajiri [   ] 

(ii) Watoto wanasaidia kipindi cha uzeeni [   ] 

(iii)Watoto wanaweza kuishi au kufariki [   ] 

(iv) Watoto ni heshima [   ] 
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(v) Kwa ajili ya kuendeleza kizazi [   ] 

(vi) Mengineyo (taja)…………………………………………………………………… 

12. Je upo katika ndoa ya aina gani? 

(i) Mke mmoja na mume mmoja [   ] 

(ii) Mke mmoja na waume zaidi ya mmoja [    ] 

(iii)Mume mmoja na wake zaidi ya mmoja [    ] 

13. Je mnafanya makubaliano na mwenzi wako juu ya idadi ya watoto mzae? Ndiyo [   ] 

Hapana [   ] kama hapana eleza sababu zinazokwamisha………………………………….. 

………………………………………………………………………………………………

……………………………………………………………………………………………… 

14. Je mwenzi wako anaitaji watoto wengi? 

(i) Ndiyo [   ] 

(ii) Hapana [   ] 

15. Je ni kiwango gani cha elimu mwenzi wako anacho? 

(i) Hakusoma [   ] 

(ii) Msingi [   ] 

(iii)Sekondari [   ] 

(iv) Chuo [   ] 

16. Ni kazi gani mwenzi wako anayojishughulisha nayo? 

(i) Mwajiriwa [    ] 

(ii) Mfanyabiashara [   ] 

(iii)Mkulima [   ] 

(iv) Mfugaji [   ] 

(v) Mengineyo (taja)…………………………………………………………………… 

17. Je wewe ni dini gani………………………………….na inakubaliana na njia zipi za 

uzazi wa mpango? Taja…………………………………………………………………….. 

……………………………………………………………………………………………....

................................................................................................................................................ 

18. Jamii yako ina mtazamo gani na njia za uzazi wa mpango? 

(i) Chanya [   ] 

(ii) Hasi [    ] 
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(iii)Sijui [   ] 

19. Kama unaona jamii ina mtazamo hasi unafikiri ni sababu zipi zinazopelekea kuwa 

hivyo? Eleza ……………………………………………………………………………….. 

………………………………………………………………………………………………

……………………………………………………………………………………………… 

20. Je katika jamii hii wanaume wanakwenda vituo vya afya kwa ajili ya huduma ya 

uzazi wa mpango? 

(i) Ndiyo [    ] 

(ii) Hapana [    ] 

21. Ni njia zipi za uzazi wa mpango ulizowai kutumia au unazotumia kwa sasa? Taja 

……………………………………………………………………………………………… 

……………………………………………………………………………………………… 

22. Je kuna hatua ambazo wewe unaona zimechukuliwa katika kupunguza idadi kubwa 

ya watoto wanaozaliwa? (i) Ndiyo[  ] (ii) Hapana[  ] (iii) Sijui[  ]. Kama ndiyo ni hatua 

zipi zilizochukuliwa.Eleza…………………………………………………………………. 

………………………………………………………………………………………………

……………………………………………………………………………………………… 

23. Je unapendekeza nini kifanyike ili kuhakikisha mafanikio katika kupunguza idadi 

kubwa ya watoto wanaozaliwa katika jamii hii? Eleza ……………………….................... 

………………………………………………………………………………………………

……………………………………………………………………………………………… 

 

Ahsante sana kwa ushirikiano. 
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INTERVIEW GUIDE QUESTION FOR HEALTH SERVICE PERSONNEL  

 

Name _____________________________________________________ 

Sex: Female [    ]   Male [     ] 

Occupation_________________________________________________ 

Place of duties_______________________________________________ 

 

1. What average number of children do most women give birth to in this society? 

2. At what age range do most women give birth to their first born? 

3. What reasons make women to have many children in this society? 

4. In this society, do both women and men visit health centers to get FP services? 

(a)Yes [   ] (b) No [    ]. If No, explain reasons that make them not to visit health 

centers together. 

5. What FP methods are preferred by majority of women in this society and explain 

why? 

6. What FP methods are used by men in this society? 

7. With your experience, what views does the society have over t he use of FP 

strategies? 

8. So what do you suggest should be done so as to reduce the high number of 

children in this society? 

 

Thank you for good time spent with me. 
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MUONGOZO WA MASWALI YA USAILI KWA WAUDUMU WA AFYA 

 

Jina _________________________________________________________ 

Jinsia: Mwanamke [    ]   Mwanaume [     ] 

Nafasi ya kazi__________________________________________________ 

Kituo cha kazi__________________________________________________ 

 

MASWALI 

1. Je ni wastani wa watoto wangapi wanawake wengi wanazaa katika jamii hii? 

2. Ni katika umri gani wanawake wengi wanapata mtoto wa kwanza? 

3. Je ni sababu zipi zinazopelekea wanawake kuwa na watoto wengi katika jamii 

hii? 

4. Je katika jamii hii wanawake na wanaume wanakuja kwa pamoja kupata huduma 

ya uzazi wa mpango? (a) Ndiyo [    ] (b) Hapana [     ]. Kama ni Hapana, eleza ni 

sababu zipi zinazokwamisha kushirikiana kufika katika kituo cha afya. 

5. Ni njia zipi za uzazi wa mpango wanawake wengi wanazipendelea zaidi na 

kwanini? 

6. Ni njia zipi za uzazi wampango zinazotumiwa na wanaume katika jamii hii? 

7. Kwa uzoefu wako, je jamii ina mtazamo gani na matumizi ya uzazi wa mpango? 

8. Je unapendekeza nini kifanyike ili kuweza kupunguza idadi kubwa ya watoto 

wanaozaliwa katika jamii hii? 

 

Ahsante kwa ushirikiano. 

 

 


